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Abstract 
Workplace violence directed at nurses in healthcare settings is a common occurrence across the 
globe resulting in negative nurse and organizational implications that may impact the quality of 
care provided. Psychiatric nurses working on acute care psychiatric units are at an increased risk 
and are frequently subjected to patients’ violent and aggressive behaviours. An effort to reduce 
workplace violence on acute care psychiatric units requires an examination of psychiatric nurses’ 
lived experiences. The following is a qualitative research project designed to study registered 
psychiatric nurses’ lived experiences of workplace violence employed on acute care psychiatric 
units within a Manitoba Health Region using a descriptive phenomenological approach. The 
findings of this study highlight the implications of workplace violence and substantiates the 
urgent need to improve the safety on acute care psychiatric units.  
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Chapter 1:  Introduction 
Workplace violence in the healthcare sector is an increasing global phenomenon (Shea, 
Sheehan, Donohue, Cooper, & De Cieri, 2017) posing significant professional and personal 
issues for nurses working on acute care psychiatric units (Ridenour et al., 2015; Spencer, Stone, 
& McMillan, 2010). Nurses are the most likely of all healthcare workers to be assaulted (Rowe, 
2012) with psychiatric nurses reporting among the highest victimization rates of all types of 
nurses (Stevenson, Jack, O’Mara, & LeGris, 2015). The prevalence rate of psychiatric nurses 
subjected to a violent incident resulting in serious injuries is three times that of any other 
vocational group (Spencer, Stone, & McMillan, 2010). The implications affiliated with 
workplace violence and significant underreporting of violent incidents pose major challenges, 
both personally and organizationally, within the mental health workforce (Tonso et al., 2016). 
Scope of Problem 
Historically, researchers have found the healthcare environment to be the most violent 
with statistical analysis indicating that “one in three nurses are subjected to physical or verbal 
abuse at work compared to one in four police officers” (McKinnon & Cross, 2008, p. 11). Nurses 
are repeatedly exposed to verbal and physical violence as part of their routine caring (Itzhaki, et 
al., 2015; Yang, et al., 2016). While nurses are obligated to treat all patients with dignity, they 
should not be expected to perform heroic acts of self-sacrifice (Baby, Glue, & Carlyle, 2014). 
These implications pose significant threats to the nurses’ emotional, physical, and psychological 
health that could potentially impede job satisfaction and the quality of care provided.  
Psychiatric nurses employed on acute care psychiatric units are at an increased risk for 
violence (both physical and verbal) in comparison to medical nurses because the patients can be 
unpredictable and are not always in control of their behaviours due to mental illnesses such as 
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schizophrenia and psychosis (McKinnon & Cross, 2008). Psychiatric patients are one of the 
major groups of offenders of violence against nurses (McKinnon & Cross, 2008), rendering 
psychiatric nurses at an increased risk for violence in comparison to nurses on medical units. 
Kling et al. (2009) reported that the highest proportion of violent incidents occurred on the 
mental health unit and Itzhaki et al. (2015) found mental health nurses are subjected to more 
violent behaviour in comparison to nurses working in general hospitals. 
Workplace violence is on the rise and occurs daily within healthcare facilities (CFNU, 
2017). Despite the significant increase of workplace violence within the healthcare sector over 
the past decade, Canada has not undertaken any major national surveys of nurses’ health and 
their workplaces since 2005 (CFNU). In 2013, a comprehensive review of data from more than 
150,000 nurses from 160 international studies found more than a third of nurses had been 
physically assaulted (CFNU, 2017) however, the accuracy of this data is questionable because 
the International Council of Nurses (ICN) estimated 70 to 80% of assaults are never reported 
(Nelson, 2014).  
The Manitoba Nurses Union (MNU) (2015), found 52% of Manitoba nurses have been 
physically assaulted, 17% have dealt with an individual with a weapon, and 76% have 
experienced verbal abuse. Additionally, MNU found 37% of nurses working on psychiatric units 
experienced physical violence at least once a week, substantiating the significance of this 
problem and the urgency for action. Stevenson et al. (2017) found “55% of Canadian Psychiatric 
Nurses were victims of verbal or emotional abuse and 20.3% reported experiencing physical 
abuse within their last five shifts” (p. 1). Ferri, Silvestri, Artoni, and Di Lorenzo (2016) found 
“violent incidents more frequently occurred in psychiatry departments (86%), emergency 
departments (71%), and in geriatric wards (57%)” (p. 267). Lastly, when compared to 
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psychiatric, emergency, and geriatric nurses who had high prevalence of physical violence, Park, 
Cho, and Hong (2014) found the nursing units in their study (general, oncology, intensive care, 
operating room, and outpatient) had a relatively low prevalence of physical violence. 
Research Significance 
Globally, nurses experience more violence than virtually any other occupational group 
(Baby, Glue, & Carlyle, 2014).  The scarcity of literature regarding the phenomenon of interest 
suggests a need for further research to enhance what is known about psychiatric nurses on acute 
care psychiatric units’ exposure to workplace violence. The purpose of this descriptive 
phenomenological study is to explore the lived experiences of psychiatric nurses and patient-to-
nurse workplace violence, provide an opportunity for psychiatric nurses to share their 
experiences, increase awareness regarding this rapidly growing issue, and potentially promote 
administrative and organizational commitment to recognizing and reducing patient-to-nurse 
violence in the workplace.   
Current Research 
 Phenomenology is a science “whose purpose is to describe particular phenomena, or the 
appearance of things, as lived experience” (Streubert & Carpenter, 2011, p. 73). There are 
different phenomenological schools of thought. The philosophical and methodological 
framework used in this study was descriptive phenomenology and was originated by Edmund 
Husserl. One of the major benefits of using descriptive phenomenology is researchers are 
encouraged to bracket their own assumptions and biases pertaining to the phenomenon under 
investigation to prevent this information from interfering with pure descriptions of the 
phenomenon (Streubert & Carpenter, 2011). This permits the researchers to attend to the 
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descriptions of the participants without forcing the meaning of the descriptive units into pre-
defined categories (Giorgi, 2009).  
Within this research study of psychiatric nurses’ experiences of patient-to-nurse 
workplace violence on acute care psychiatric units in Manitoba, the findings highlight the 
implications of workplace violence and substantiate the urgent need to improve the safety on 
acute care psychiatric units. The information gained from this study increases awareness 
regarding this rapidly growing phenomenon and potentially could be used to promote 
administrative and organization commitment to recognizing and reducing patient-to-nurse 
workplace violence.   
The research methodology, including the research design, the researcher’s role, research 
questions, descriptive phenomenological steps, and study setting/participant selection were all 
guided by phenomenological theory. The following chapters include a literature review, 
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Chapter 2:  Literature Review 
Streubert and Carpenter (2011) suggest researchers conduct a brief literature review prior 
to data collection to reduce the preconceived notions of the researcher about the phenomenon of 
inquiry. A review of relevant literature was completed to provide context to the research problem 
and the chosen method of inquiry. The literature review illustrates the magnitude of patient-to-
nurse workplace violence and is used to highlight the detrimental effects at both the nurse and 
organizational levels.   
The World Health Organization (WHO) has defined violence as “the intentional use of 
physical force or power, threatened or actual, against oneself, another person or against a group 
or community that either results in or has a high likelihood of resulting in injury, death, 
psychological harm, mal-development or deprivation” (WHO, 2002, p. 5).  The exposure to 
violence in the profession of nursing is rapidly gaining momentum and bringing increased 
awareness of the resulting detrimental effects at both the nurse and organizational levels 
(Canadian Federation of Nurses Unions (CFNU), 2017; Chapman, Styles, Perry, & Combs, 
2010).     
Nursing professionals strive to do their best to provide quality care for patients within 
their organizational and legislative frameworks across the globe. Regardless of their compassion 
and empathy, many nurses are repeatedly subjected to numerous acts of violence and aggression 
(Chapman et al., 2010). It is crucial that governments, communities, organizations, and 
individuals recognize that violence, in any form, is not an acceptable workplace hazard 
(McKinnon & Cross, 2008).   
Research consistently confirms nurses are at a greater risk of experiencing workplace 
violence than workers from other industries (Baby, Glue, & Carlyle, 2014; Moylan et al., 2016). 
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The forms of violence directed towards nurses range from verbal abuse to physical assault, with 
reports of sexual harassment, racial harassment, and bullying (Tonso et al., 2016). Patients are 
frequently the perpetrators of verbal abuse and physical assaults directed at nurses (Kvas & 
Seljak, 2015; Ridenour et al., 2015; Tonso et al., 2016) which negatively impacts the quality of 
care and the efficiency of the organization (Yang, Hsieh, Lee, & Chen, 2016). Incidents of 
patient-to-nurse violence is increasing and widespread (Kling, Yassi, Smailes, Lovato & 
Koehoorn, 2009; Kvas & Seljak, 2015; Tonso et al., 2016) with psychiatric nurses on acute care 
psychiatric settings at greater risk of experiencing patient-to-nurse workplace violence (Lozzino 
et al., 2015). 
Nurses encounter more serious acts of violence than nearly any other professional group 
(Baby, Glue, & Carlyle, 2014; Kling, et al., 2009). However, society continues to accept the 
notion that violence is just part of a nurse’s job regardless of the critical implications correlated 
with repeated exposure to violence (Baby, Glue, & Carlyle, 2014). Nurses subjected to 
workplace violence can suffer long-term negative effects including insomnia, low self-esteem, 
anxiety, distress, anger, frustration, vulnerability, fear, and poor job performance (Gerberich et 
al., 2004; McKinnon & Cross, 2008) posing implications for patient safety.   
Nurse Outcomes 
Nurses exposed to workplace violence can experience mental and physical health 
problems that may negatively impact their personal and professional lives (Hassankhani, Parizad, 
Gacki-Smith, Rahmani, & Mohammadi, 2018). Workplace violence affects the employee, the 
employer, others in the work environment, significant others outside the work setting (Gerberich 
et al., 2004), and negatively impacts the quality of care (Kvas & Seljak, 2015). Roche, Diers, 
Duffield, and Catling-Paull (2010) suggest workplace violence results in a reduction of nurses’ 
WORKPLACE VIOLENCE ON ACUTE CARE PSYCHIATRIC UNITS 12 
proficiency, which then leads to negative patient outcomes such as medications errors, poor 
therapeutic relationships, and a reluctance to care for patients with a known history of violence. 
Workplace violence has also been associated with psychological harm, decreased staff morale, 
and nurse burnout (Gerberich et al., 2014).  
Workplace violence against nurses has been described as a “silent epidemic” resulting in 
serious consequences (Hassankhani et al., 2018, p. 20). Nurses repeatedly exposed to verbal 
abuse or physical assault confounds the stress they are already under to perform the duties of 
their job (Ridenour et al., 2015). Workplace violence impacts the development of trusting, 
therapeutic relationships between nurses and patients (Yang et al., 2016). Lastly, nurses may lose 
interest in their work and lack concentration jeopardizing their job performance, their ability to 
care for patients, and poses increased risks for potential medication errors (Ridenour et al., 
2015).  
Organizational Outcomes 
Workplace violence is one of the most challenging issues posing several implications in 
healthcare organizations worldwide (Hassankhani, et al., 2018). Workplace violence negatively 
impacts the efficiency of the organization (Kvas & Seljak, 2015). Workplace violence has been 
associated with reduced productivity, increased turnover, staff sick leave, replacement staff, 
medical expenses, counseling costs, increase insurance premiums, and in some cases, nurses 
leaving the profession entirely (Gerberich et al., 2014). Furthermore, workplace violence lowers 
organizational commitment, increases absenteeism, and results in negative work environments 
impairing teamwork and increasing the instability of the affected healthcare area within the 
organization (Kvas & Seljak, 2015).  
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Workplace violence in healthcare is a global issue resulting in substantial financial 
burdens for many organizations. In the United States, the annual expense of workplace violence 
is estimated between 4 to 6 billion dollars, South Australia’s workplace violence expense is 
estimated as one million dollars annually (McKinnon & Cross, 2008), and Canada’s annual 
workplace violence expense is 938 million dollars (Association of Workers’ Compensation 
Boards of Canada, 2017).    
Given the financial burdens, psychological harm, and nursing shortages affiliated with 
workplace violence, organizations should consider the role increased workplace violence 
prevention measures could play in improving the quality of the work environment, the longevity 
of employment, and the quality of care provided (CFNU, 2017; Gerberich et al., 2014). If 
organizations and society continue to accept the longstanding ideology that “violence is a fact of 
working life for nurses” (Roche et al., 2010, p. 13) without any interventions, a steady decline in 
overall job satisfaction among nurses may be perpetuated further adding to nursing vacancies, 
absenteeism, and financial hardships within organizations. Organizations would benefit greatly 
financially by implementing up-to-date safety measures, adopting zero tolerance initiatives, and 
mandatory violence prevention training for all staff to reduce workplace violence as it could 
result in increased staff morale, less absenteeism, better patient care, and improved nursing 
retention and recruitment (Kling et al., 2009). 
Underreporting of Workplace Violence 
 Many violent incidents experienced by nurses in acute care psychiatry go unreported 
(Moylan et al., 2016). It has been estimated that as few as one in five violent events are reported 
in psychiatric settings (American Psychiatric Nurses Association (APNA), 2016). This 
underreporting negatively impacts the accuracy of prevalence rates and undermines the 
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significance of this problem. Typically, violent acts that result in injury to patients or staff are 
reported, whereas acts of physical violence that do not result in injury or nonphysical types of 
violence are not reported (APNA, 2016). Nurses perceptions that patient violence as quite 
‘normal’ (Yang et al., 2016) has been identified as one the main contributing factors of the 
underreporting of workplace violence and aggression. Additionally, nurses consider violence and 
aggressive behaviours by psychiatric patients as routine and have come to accept getting hurt is 
just part of the job (Allen, de Nesnera, Cummings, Darling, & Frank, 2011; Jansen, Dassen, & 
Jebbink, 2005; Moylan & Cullinan, 2011; Speroni, Fitch, Dawson, Dugan, & Atherton, 2014) 
thus, making it no longer worthy of reporting (Stevenson et al., 2015). Furthermore, nurses are 
reluctant to report injuries for fear of compromising how they are perceived by management 
(Ridenour et al., 2015), fear of reprimand or disciplinary actions, being held at fault when 
violence occurs, and blamed for their injuries (Moylan & Cullinan, 2011). Lastly, nurses do not 
report many incidents of workplace violence because they did not sustain a significant injury or 
have the time to report the incident (Occupational Safety and Health Administration (OSHA), 
2015) and being assaulted is to be expected and accepted when working on acute care psychiatric 
settings (Moylan et al., 2015) 
Current research raises many questions regarding the work life of psychiatric nurses and 
the implications of workplace violence. If the nursing profession, society, and organizations 
continue to accept the longstanding ideology that violence is part of the working life for nurses 
(Roche et al., 2010; Ward, 2013) a steady decline in job satisfaction among psychiatric nurses 
may be perpetuated. The reduction of workplace violence and aggression will promote better 
patient care and improve retention of nurses (Kling et al., 2009).  
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At a time of increasing shortages of nurses and the rapidly increasing demands in care 
provision (APNA, 2016; CFNU, 2017; Canadian Nurses Association (CAN), 2014; Spencer, 
Stone, McMillan, 2010), it is particularly important to identify ways to reduce violence and 
increase job satisfaction among psychiatric nurses working in acute care settings.  Gaining a 
better understanding of psychiatric nurses lived experiences of workplace violence, recognizing 
their need for support, and eliminating workplace violence and aggression from the healthcare 
sector is of utmost importance. Subpar safety measures, ineffective violence prevention 
methodologies, and insufficient support will impede psychiatric nurses’ abilities to maintain their 
own mental health, thus hindering their ability to successfully support the mental health needs of 
others (Stevenson et al., 2017). 
Research Question 
The purpose of a phenomenological study is to gain insight into the lived experience of a 
phenomenon (Streubert & Carpenter, 2011). Based on the gaps in the literature, the aim of this 
study was to explore and describe psychiatric nurses lived experiences of workplace violence on 
acute care psychiatric units in Manitoba. The core phenomenological research question for this 
study is:  What are psychiatric nurses’ lived experiences of patient-to-nurse workplace violence 
on acute care psychiatric units in Manitoba?  
This descriptive phenomenological study provides a better understanding of the lived 
experience of exposure to violence among psychiatric nurses on acute care psychiatric units in 
Manitoba. The findings of this study could be beneficial in the retention and recruitment of an 
already small domain of specialized nurses and supports the ideology that violence as an 
unacceptable workplace hazard for all psychiatric nurses (McKinnon & Cross, 2008).   
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Chapter 3:  Research Methodology 
 Phenomenology is described as both a philosophical perspective and a method (Creswell, 
2013; Streubert & Carpenter, 2011). The research methodology used in this study followed the 
methods described by Husserl (1857-1938), which are based in the theory of descriptive 
phenomenology (Streubert & Carpenter, 2011). The research methodology was consistent with 
principles of descriptive phenomenology and is described below including the research design, 
the researcher’s role, study setting/participant selection, ethical considerations, data collection, 
and data analysis.  
Research Design 
Since the objective of this study was to identify and characterize the lived experience of 
psychiatric nurses’ experiences of workplace violence, a qualitative inquiry was used for this 
research project. Qualitative research provides the opportunity to focus on finding answers to 
problems in exploratory ways regarding individuals lived experiences and opinions on social 
experiences within the natural environment (Streubert & Carpenter, 2011).  Qualitative research 
embraces flexibility within the design regarding method and data collection. This allows for 
changes in strategies to occur in an emergent fashion as opposed to a rigid and identified method 
prior to the initiation of the study (Streubert & Carpenter, 2011).   
There are a variety of different approaches that can be used in qualitative research 
depending on the anticipated outcomes of the study and the researchers’ epistemological beliefs.  
For this study, a descriptive phenomenological approach was implemented as the philosophical 
underpinnings. Descriptive phenomenology involves a three-step process of intuiting, analyzing, 
and describing (Streubert & Carpenter, 2011). These steps permit researchers the opportunity to 
ask open-ended questions to facilitate discussions with the goal of describing participants’ lived 
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experiences of a phenomenon (Streubert & Carpenter, 2011). Descriptive phenomenology allows 
researchers to determine and describe the meaning of a phenomenon through the individual’s 
lived experience (Streubert & Carpenter, 2011). Descriptive phenomenology emphasizes the 
‘pure’ description of people’s experiences and is used to illuminate poorly understood aspects of 
these experiences; whereas interpretative phenomenological approaches seek to unveil the 
‘interpretation’ of such experiences (Matua & Van Der Wal, 2015; Reiners, 2012). A descriptive 
phenomenological approach was selected because it provided rich, descriptive, personal 
experiences of the study participants who have experienced workplace violence while remaining 
as free as possible from unbiased opinions through bracketing to gain insight into the depth and 
complexity inherent in this phenomenon (Streubert & Carpenter, 2011). Having a thorough 
understanding of psychiatric nurses working on acute care psychiatric units lived experience with 
workplace violence will potentially promote administrative and organizational commitment to 
recognizing and reducing violence in the workplace.  
Researcher’s Role  
 The student researcher is a Master of Psychiatric Nursing Student at Brandon University. 
She is trained a Registered Psychiatric Nurse and has experience working on acute care 
psychiatric units. Descriptive phenomenology requires researchers to deliberately identify and 
sustain all judgments, ideas, or biases about the phenomenon under investigation (Streubert & 
Carpenter, 2011). Explication of the biases was identified through continual self-reflection and 
the writing and re-writing process. Continual reflection occurred intentionally at every stage of 
the research process. The student researcher acknowledged her role as ‘instrument’ within the 
research and kept self-reflection journals to document how the research emerged from the 
interviews with the participants (Streubert & Carpenter, 2011). These self-reflection journals 
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were also used to document the student researcher’s personal thoughts, feelings, and initial 
reflections from the interviews and data being collected. The research is being pursued to 
complete the researcher’s thesis. The researcher has no associated conflicts of interest. 
Additionally, a thesis advisory committee consisting of experienced researchers affiliated with 
Brandon University supervised the student researcher and the research project.     
Sampling Approach 
The target population for this research project was registered psychiatric nurses working 
on acute care psychiatric units in Manitoba who have been exposed to some type of workplace 
violence. A sample size of ten registered psychiatric nurses was sought as Boyd (2001) regards 
two to ten participants or research subjects as enough to reach saturation and Creswell (2013), 
recommends “long interviews with up to 10 people” (p. 65 & 113) for a phenomenological 
study. Following ethical approval from Brandon University (see Appendix D), the participants 
were selected through purposeful sampling to obtain rich, descriptive information (Streubert & 
Carpenter, 2011) pertaining to the participants lived experiences associated with workplace 
violence. A letter requesting access to potential participants was submitted to the College of 
Registered Psychiatric Nurses of Manitoba (see Appendix B) asking the College to forward a 
letter of invitation with the researcher’s contact information to all actively practicing registered 
psychiatric nurses in Manitoba (see Appendix C). The general criteria for inclusion included 
being a registered psychiatric nurse, currently working in an acute care hospital or crisis unit 
setting for geriatric, adult, and youth populations, not currently employed on the same unit as the 
primary researcher and having at least one experience with the phenomenon. The researcher 
sought out participants until saturation occurred. Saturation was achieved when no new themes 
WORKPLACE VIOLENCE ON ACUTE CARE PSYCHIATRIC UNITS 20 
or essences emerged from the participants and data is repeating (Creswell, 1998; Streubert & 
Carpenter, 2011).  
Participant Description 
 In total, ten interviews were conducted. There were eight female and two male 
participants, ranging in age from 25 to 57 years old. All participants were registered psychiatric 
nurses currently employed on an acute care psychiatric unit within Manitoba. The number of 
years of experience for each nurse ranged from 22 months to 35 years.  
 Time was allotted prior, during, and after each interview for the primary researcher to 
reflect on the influence of her personal experiences, values, and beliefs. The primary researcher 
kept a small notebook for field notes during each interview. Additionally, notes were written 
after each interview, during the process of transcription, and during data analysis.  
Ethical Considerations 
 Any research study involving human participants requires ethical considerations and 
ethical principles that must be upheld at every stage of the research process (Streubert & 
Carpenter, 2011). Ethical considerations include informed consent, confidentiality and 
anonymity, as well as benefits and risks for study participants. Research ethics review board 
(REB) approval was obtained from Brandon University Research Ethics Committee (BUREC) 
(see Appendix D).  
 Informed consent. All participants were informed about the purposes and the methods of 
the study. They were informed that participation in the study was voluntary, and they could 
refuse to participate or withdraw from the study at any time prior to data analysis without being 
penalized. Informed consent was obtained from all participants prior to their research 
involvement, with clear instruction that opportunity to not answer any particular question or to 
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withdraw from the study was possible at any time prior to data analysis. Informed consent 
maintains the ethical principle of autonomy by permitting the participant the opportunity and the 
right to independently decide whether they wanted to participate in the study (Streubert & 
Carpenter, 2011). Lastly, the participants who agreed to participate in the study were asked to 
sign a written informed consent (Appendix E). 
 Confidentiality. Confidentiality was maintained throughout the research process through 
careful collection, storage and use of all participants’ data, ensuring privacy and restricted access. 
Moreover, the participants were reassured that their responses would be kept confidential and 
their identities would not be revealed in any research reports or publications of the study. The 
computer files, audio-recordings, handwritten notes, and transcripts of all conversations were 
kept confidential and accessed only by the primary researcher. The computer files were saved on 
a password encrypted flash drive and stored with the notes in a locked filing cabinet. 
Participants’ names were not kept with the transcripts and digital data will be deleted and the 
notes/transcripts will be shredded after five years. Anonymity was maintained through use of a 
false name or pseudonym and fictitious locations being assigned to each participant (Streubert & 
Carpenter, 2011).  
Benefits and risks. The benefits and potential risks were made clear to the study 
participants both in the Letter of Invitation (Appendix C) and the Consent Form (Appendix E). 
Potential benefits to the participants were that the interviews may have provided the opportunity 
for participants to share their experiences, as well as express their concerns and feelings about 
their experiences in an unrestricted manner. Potential risks to participants may have occurred if 
participants chose to disclose memories of emotionally difficult, distressing, and traumatic 
experiences. Participants were afforded the opportunity to pause or terminate the interview, with 
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the opportunity to resume at a later time and location of the participant’s choosing. In the event 
of participant distress participants would have been provided with opportunities to de-brief with 
the researcher immediately after the interview and offered a written list of resources for 
counselling support if requested or deemed useful. No incidents of participant distress were 
evident during the interviews. During member checking, one participant expressed concerns 
about possible repercussions and/or dismal from their employment due to the specifics shared 
from their experiences and withdrew from the study prior to data analysis. The data collected 
from this participant was shredded immediately after they chose to withdraw from the study.  
Data Collection 
 Data was gathered from detailed descriptions of the participant’s experiences through 
digitally recorded, semi-structured and open-ended in-depth interviews (Streubert & Carpenter, 
2011).  The participants were encouraged to share their lived experiences and the implications of 
workplace violence. The interview venues were chosen according to participants' convenience 
and willingness; the absence of noise and the participants' privacy were also considered. The 
interviews ranged from 38 minutes to 108 minutes in duration. Digital recordings were stored on 
one computer accessible only by the researcher. Field notes were written by the primary 
researcher during the interview process to describe the environment and to note observations not 
captured in the audio recording such as the participants’ nonverbal expressions, body language, 
and changes in position (Streubert & Carpenter, 2011). Notes also were made during the 
transcription and analysis process in the margins of the printed interview transcripts. The 
digitally recorded interviews were transcribed verbatim and verified for integrity by the primary 
researcher through the process of member checking (Streubert & Carpenter, 2011). 
Data Analysis 
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Data analysis was performed simultaneously with data collection to determine the 
saturation of data. Data saturation was achieved when no new themes or essences emerged from 
the participants and data was repeating (Streubert & Carpenter, 2011). The researcher listened to 
each interview at least once before the transcription process began, and at least once during the 
transcription process, to promote increased attention of the researcher to both the content of the 
interview and the nuances of each piece of the interview such as pauses, intonation, repetition of 
phrases, and emphasis placed on certain statements. During the transcription process, certain 
pieces of the interviews were replayed multiple times. All digitally recorded data was transcribed 
verbatim. The researcher was immersed in the data, reading and rereading the transcripts word 
by word, sentence by sentence, and highlighting the repeated words or sentences to identify 
themes or essences (Rosedale, 2009). This data analysis technique preserves the uniqueness of 
each participant’s lived experience and generated a better understanding of the phenomenon 
being investigated (Streubert & Carpenter, 2011). The results were then compared and integrated 
into themes which were returned to the participants via email for member checks to address the 
co-created nature of knowledge by allowing the participants the opportunity to verify the 
accuracy, thereby increasing the credibility of the research and enhancing trustworthiness 
(Creswell, 2013; Streubert & Carpenter, 2011).    
Upon review of descriptive phenomenological data analysis methods and techniques 
described by Giorgi (2009; 1997), Colaizzi (1978), and Englander (2012), the data analysis 
format selected for this study is Colaizzi’s Method of Analysis. The primary researcher was a 
neophyte in conducting qualitative research and Colaizzi’s method provides a step-by-step 
process for data analysis that assisted in identifying and creating thematic representations of the 
study participants’ experience (Morrow, Rodriguez, & King, 2015).   
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Colaizzi’s (1978) distinctive seven step process provides a rigorous analysis, with each 
step staying close to the data. The end result was a concise and comprehensive description of the 
phenomenon being studied, validated by the participants that created it, and generated from rich 
first-person accounts of the experience (Morrow, Rodriguez, & King, 2015). The following steps 
represent Colaizzi’s process for descriptive phenomenological data analysis (cited in Morrow, 
Rodriguez, & King, p. 644): 
1. Each transcript is read and re-read to obtain a general sense about the whole content. 
2.  For each transcript, significant statements pertaining to the phenomenon under 
     study is extracted.  
3.  Meanings are formulated from these significant statements. 
4.  The formulated meanings are sorted into categories, clusters of themes, and 
     themes. 
5. A full and inclusive description of the phenomenon, incorporating all the themes  
    produced at step four are integrated into an exhaustive description of the phenomenon  
    under study by the researcher. 
6. The exhaustive description is condensed to a short, dense statement that captures just  
    those aspects deemed to be essential in describing the fundamental structure of the  
     phenomenon. 
7. Lastly, validation of the findings is sought from the research participants 
    to compare the researcher's descriptive results with their experiences.  
Stages of the Analysis Process 
 The first phase of the analysis process entailed the primary researcher listening to each 
interview prior to the transcription process. Originally, the primary researcher planned to hire a 
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transcriptionist, however, following completion of the interviews and review of the field notes 
written before, during, and after each interview, the primary researcher decided to transcribe the 
interviews, further immersing herself in the data. Each transcript was read and re-read to obtain a 
general sense of the whole content, adhering to Colaizzi’s (1978) first step in method analysis.  
During the process of listening to the interviews it was evident that the researcher 
provided the study participants with adequate time to answer each question. The interviewer 
minimized responses to decrease risk of leading participants in certain directions for their 
responses and careful consideration was made to avoid any interviewer response that 
communicated value judgements. Lastly, all probing questions were asked in a neutral way to 
decrease risk of leading participants to certain responses. 
All interviews were transcribed into a Microsoft Word document and each transcript was 
printed in a format that left a far right-hand column to make notes relevant to coding. Per 
Colaizzi’s (1978) second step in method analysis, significant statements pertaining to the 
phenomenon under study were extracted from each transcript. Transcripts were scanned for 
responses that were relevant to the research questions. Each transcript was then re-read with 
notes made in the coding column describing the general theme of each statement. Meanings from 
these themes were formulated from these significant statements, following Colaizzi’s (1978) 
third step in method analysis. After initial coding was completed, all interviews were read again 
to determine if similar codes should be grouped together within more inclusive terms. The 
statements there were made in each interview were captured in themes and sub themes. The 
formulated meanings were sorted into categories, clusters of themes, and themes, following 
Colaizzi’s (1978) fourth step in method analysis.  A full and inclusive description of the 
phenomenon, incorporating all the themes produced at step four of method analysis were 
WORKPLACE VIOLENCE ON ACUTE CARE PSYCHIATRIC UNITS 26 
integrated into an exhaustive description of the phenomenon of interest by the primary 
researcher, keeping with Colaizzi’s (1978) fifth step in method analysis. The exhaustive 
description was condensed to a short, dense statement capturing just the aspects deemed to be 
essential in describing the fundamental structure of the phenomenon, per Colaizzi’s (1978) sixth 
step in method analysis. Lastly, the final step of Colaizzi’s (1978) method of analysis, validation 
of the findings was sought from the study participants by emailing these findings to each 
participant for them to compare the primary researcher’s descriptive results with their 
experiences.  
Rigour 
In qualitative research the goal of rigour is to accurately represent study participants’ 
experiences (Streubert & Carpenter, 2011). Guba and Lincoln (1994) identified credibility, 
dependability, confirmability, and transferability as operational techniques that enhance rigour in 
qualitative studies.  
Credibility is established by implementing activities that increase the probability that 
credible findings will be produced (Lincoln & Guba, 1985). For this study, credibility was 
achieved by the primary researcher’s prolonged engagement with the subject matter and by 
returning the results to the participants for member checking to verify and confirm the accuracy 
of the qualitative findings (Streubert & Carpenter, 2011).  
A dependable study is an accurate and consistent one (Lincoln & Guba, 1985). Extensive 
field notes were kept that allowed the researcher to demonstrate and secure credibility of the 
findings (Streubert & Carpenter, 2011). Consistent themes were discovered in this study allowing 
for dependable findings and adherence to research ethics protocol (E.g. Tri-council Policy 
Statement) ensured the dependability of this study.  
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Confirmability was established with an audit trail depicting as clear as possible the 
evidence and thought process that led to the conclusions (Streubert & Carpenter, 2011). The 
extensive field notes kept by primary researcher reduced bias and evoked self-awareness. 
Actions and efforts to reduce researcher bias, such as journaling and self-reflection allowed for 
confirmability. Lastly, transferability entails the probability that the findings have meaning to 
others in similar situations (Streubert & Carpenter, 2011). Potential users of the findings are 
responsible for determining whether findings are transferable not the researchers (Lincoln & 
Guba, 1985).   
Bracketing is a fundamental strategy in phenomenology and was used throughout the 
study (Creswell, 2013; Streubert & Carpenter, 2011). Bracketing requires researchers to remain 
neutral with respect to belief or disbelief in the existence of the phenomenon and mitigates 
potential adverse effects that may taint the research process (Tufford & Newman, 2010). 
Essentially, researchers set aside previous knowledge or personal beliefs about the phenomenon 
under investigation to prevent this information from interfering with pure descriptions of the 
phenomenon (Streubert & Carpenter, 2011). Field notes were recorded during and immediately 
following the interviews to depict the researcher’s impression of the interview and describe the 
participant’s nonverbal behaviours and emotional responses, such as tone of voice and affective 
changes observed during the interview (Rosedale, 2009). The use of field notes also permitted 
examination and reflection of the researcher’s thoughts, feelings, and associations with the 
interview (Rosedale, 2009) enabling the researcher to engage more extensively with the data 
(Tufford & Newman, 2010) further enhancing the rigour of this study.  
The primary researcher has experienced workplace violence on acute care psychiatric 
units. Therefore, efforts to reduce biases, such as reflection on personal experiences by the 
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primary researcher was useful, as firsthand experiences of the primary researcher were often 
similar to the experiences of interview participants, who had experienced the phenomenon of 
interest. Numerous times during each interview, the primary researcher deliberately used silence 
and short probing phrases to seek clarification, despite feeling the impulse to interject with 
information from their own experiences. Additionally, the primary researcher intentionally chose 
to share very little personal information regarding her experiences to limit any influence these 
experiences may have had on the study participants’ responses. Van Manen (1997) suggested that 
these thoughts and experiences be identified and efforts be made to keep these thoughts from 
influencing the data collection and analysis. 
For this study, the analysis process consisted of writing and re-writing. Streubert and 
Carpenter (2011) describe phenomenological writing starts with reading and listening to the data 
to engage with the data. The process of writing and re-writing allowed the primary researcher to 
clarify, reflect, and attain deeper meaning related to the phenomenon of interest (van Manen, 
1997). The following chapter illustrates a detailed analysis encompassing quotes to substantiate 
the emergent themes. 
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Chapter 4:  Emergent Themes 
The themes that emerged in the data analysis process were: violence is just part of the 
job, workplace violence is significantly underreported, inadequate security and safety measures, 
environmental challenges, reluctance to use PRN medications, workplace violence impacts 
psychiatric nurses’ personally and professionally, and the rising number of substance abuse 
issues. All themes directly correlate with increased workplace violent incidents on acute care 
psychiatric units as described in the literature.  
Violence is Just Part of the Job 
When the participants were asked to share their definition of workplace violence, all of 
the participants included physical violence in their descriptions. This tended to include instances 
that were most dangerous or threatening to their personal well-being over other forms of 
workplace violence that were viewed as more nonthreatening, such as swearing. For example, all 
of the participants commented that verbal violence is such a common occurrence that they do not 
consider it a form of violence, but rather it is to be expected as part of the job, as stated by this 
participant, “verbal, it comes with the territory because people are sick. Swearing and yelling at 
you, it’s just part of the job” (Participant 9). Another participant indicated, “when it comes to 
nursing, especially when it comes to psych nursing, violence is just part of the job” (Participant 
10).  
Interestingly, was each participant’s perception and their ability to differentiate between 
types of violence exhibited by patients were similar. Participants identified actions as a form of 
patient violence if the violent incident was perceived as purposeful or intentional and not a 
symptom of the patient’s illness. When the violence was considered unintentional, all of the 
participants unanimously legitimized the violence as part of the patient’s illness and did not 
WORKPLACE VIOLENCE ON ACUTE CARE PSYCHIATRIC UNITS 30 
harbor any ill will towards the patient. In these instances, one participant described workplace 
violence as “everyday work that we’re expected to do and sometimes you gotta put up with a 
little slapping” (Participant 1). Another participant empathized with the patients and stated “the 
patients are sick, it’s not their fault, they can’t help it, I still want to give them the best care 
possible, but it still sucks because no one cares that you got punched in the face” (Participant 7). 
Another participant stated, “most of the people I’ve had to deal with are, where it came to 
violence, were very ill, and it’s not their fault” (Participant 5). 
All of the study participants indicated that as a result of the copious amounts of 
workplace violence they have witnessed or been a victim to, they have become desensitized to 
workplace violence. Due to the frequent occurrence of violent incidents on acute care psychiatric 
units, unfortunately, workplace violence has come to be expected and accepted as a regular part 
of their everyday work. As stated by this participant: 
Because violence is so frequent, you’re just kind of desensitized to it, except the severe 
stuff. Like, you know, if we have to restrain a patient in the back to give a needle, unless 
somebody gets hurt, if everybody’s fine, the patient’s fine, we’re all fine, you go in the 
back room, you talk about it a bit and then you’re back to normal, back to work, cuz it 
[workplace violence] happens so often, which is unfortunate, it shouldn’t happen that 
often, but, if nobody’s really hurt, oh well, ok, back to our day (Participant 3).  
 
Workplace Violence is Significantly Underreported 
The majority of the participants in this study indicated they do not consistently report all 
incidents of workplace violence. The consensus from participants was that violence is part of the 
job and therefore because of the high frequency of incidents staff would be continuously filling 
out incident reports. The incident reports themselves were considered to be lengthy and time 
consuming which would be overly cumbersome on a unit where staff was required to maintain 
other duties. Additionally, many of the incidents were not considered to be serious enough to 
warrant the time needed to complete an incident report.  Thus, taking the time to complete and 
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submit an incident report is viewed as a ‘waste of time’ because nothing changes. One 
participant described their reluctance to fill out incident reports for all violent incidents because 
it’s “too much paperwork and follow-up, it’s not worth it, nothing is ever going to come of it” 
(Participant 8).  
Another participant indicated they do not fill out incident reports for all incidents of 
workplace violence because “the reviewers are only concerned with what the nurse did or didn’t 
do” (Participant 7) and not concerned with improving safety for the nurses. Additionally, staff is 
hesitant to report workplace violence and fill out incident reports for fear of what others will 
think, as stated by this participant, “there is like the unspoken elephant in the room that if you do 
fill one out, why are you, and is it going to reflect badly on the other people involved?” 
(Participant 2). Sadly, only one participant indicated they consistently reported all incidents of 
workplace violence “because if it’s not documented, it never happened” (Participant 10). All of 
the study participants indicated they consistently report all incidents of physical violence, not 
because they want to but rather, they have to. One participant shared “if I don’t fill out the form 
for getting punched, I’ll get hauled into my manager’s office and be forced to do it” (Participant 
7).   
Inadequate Security and Safety Measures 
 All of the study participants indicated that the significant issues that contributed to 
workplace violence as: insufficient, inadequately trained or non-existent security guards; grossly 
outdated alarm systems; and the inability to perform safety searches on people at the point of 
entry on the unit. For instance, when discussing the alarm systems participants indicated “we 
have panic alarms but, nobody uses them because they are a waste of time” (Participant 7), and 
“no one uses them [panic alarms] because they’re so old and never work” (Participant 1).  
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 All of the study participants highlighted the need for more security to improve the safety 
of staff and patients. As a result of the lack of security, some of the participants indicated “we’re 
at the mercy of police” (Participant 10). This caused numerous issues for staff on the units as 
police were not always readily available, significant delays were often noted in their response 
times, and they were described by several participants to minimize the violence that was 
occurring on the units. Additionally, there was emphasis that police would often insinuate that 
there is nothing they can do and they would discourage healthcare workers from pressing 
charges. Participants indicated that “nothing ever happens” (Participant 7) when charges are 
pressed or when nurses “lay complaints against people, it goes nowhere” (Participant 3). Other 
participants felt the lack of security equates with nurses having to lead, manage, and be involved 
in restraining violent and aggressive patients. For instance, “nurses and healthcare aides don’t go 
to school to fight. You don’t go to school to be in restraints but, we’re expected to” (Participant 
8). Another indicated, “I’m so tired of being a punching bag” (Participant 5). Finally, “no one 
cares that you got punched” (Participant 7). There were mixed results as to whether security 
guards should be stationed on each acute care psychiatric units. Some participants were favorable 
of this option and others felt it may impede the milieu of the environment and impact the 
patient’s ability to formulate therapeutic relationships with staff. One participant stated: 
I think it would place the patients on more edge, on edge more, and it would make it 
difficult for a lot of them to open up and feel comfortable on the unit, ahh, which would 
just increase their behavior or umm, increase their edginess” (Participant 2).  
 
 All of the participants acknowledged the difference when there was well-trained security 
on hand when attempting to manage a volatile situation and de-escalating an aggressive patient 
made a difference. They indicated when security is present, there is less risk of staff injury, the 
situation goes more smoothly, and the situation tends to be resolved more quickly. Participant 
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three indicated, “we’re lucky, we have really well-trained security that follow staff direction and 
we’re able to de-escalate the situation smoothly and quickly with minimal injuries.”  
 Several study participants identified the lack of safety measures on the acute care 
psychiatric units, especially at the entrances, as problematic. Visitors and patients are supposed 
to check-in at the front desk when entering the units. Some patients and visitors do not stop at the 
front desk. Staff nor security or safety measures such as metal detectors are in place to monitor 
the people entering the unit or the things they have on their person. There has been a noticeable 
increase in weapons being brought onto the units by patients who have concealed them on their 
person and they proceed by hiding these dangerous weapons in various places throughout the 
facility posing immense safety concerns. Concerning, a participant indicated, “with the lack of 
safety measures, and our inability to search people, we are finding more and more dangerous 
items and potential weapons being brought onto the unit” (Participant 10). These inadequate 
security and safety measures are contributing to the severity of violence psychiatric nurses are 
experiencing on acute care psychiatric units in Manitoba.  
Environmental Challenges 
 Findings from this study suggest environments are significant contributing factors of 
workplace violence. All of the study participants indicated that the acute units where they are 
employed are poorly designed and contribute to workplace violence. All of the acute care 
psychiatric environments were described as unacceptably outdated and overcrowded leaving 
patients struggling with acute mental health issues to be forced to share bedrooms. For instance, 
participants indicated that “overcrowding and too much going on, the rooms are unsafe” 
(Participant 5); “sometimes there’s difficulties and we need to find somewhere else for them to 
sleep” (Participant 3); “we have dorm style rooms which increases violence” (Participant 9); 
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“patients not having their own room is one of the biggest issues of workplace violence” 
(Participant 8); and “patients having to share rooms and often we are having to move patients to 
different rooms to accommodate new patients or to try and prevent any violence between patients 
that don’t get along” (Participant 10). Another concern regarding patient rooms pertained to the 
inability for staff to communicate to other areas of the unit or other staff members due to poor 
configuration which made it so “there is no way anyone would hear you if you were being 
attacked in the patient room” (Participant 10).  
Several participants identified the design of the nursing desk as problematic and pose 
increased risk for violence. “The nursing desk area has only one entry point that is used to both 
enter and exit so; patients could potentially barricade you in there” (Participant 8). Another 
participant shared “there is nothing separating the nurses’ desk from the patients and we’ve had 
several patients hop over the desk and physically attack staff (Participant 3). Additionally, a 
participant indicated “the primary issue I got punched was environmental. There was no way for 
me to escape from behind the desk [nursing] or there was no way for me to barricade myself in a 
room” (Participant 4).  
Another concern was the charting rooms. On several units, the charting rooms were 
described to be separate rooms off in the distance which impairs staffs’ ability to hear or see 
what is going on. “…we are very separate from the ward clerk and the health aide and I know at 
times they don’t feel safe, we can’t hear from in there” (Participant 4). Additionally, it was 
reported that the intercom/overhead systems cannot be heard from multiple areas throughout the 
units. “We you’re in the patient rooms, you cannot hear anything because there is no intercom 
system in the rooms” (Participant 10). Lastly, participants described the units as having 
insufficient cameras to cover the entire unit. The current cameras were reported to be improperly 
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placed impairing nursing staff’s ability to see what is transpiring between patients on the unit. 
“We only have cameras in our seclusion room, nowhere else on the unit” (Participant 9). Another 
participant stated “the cameras we do have are improperly placed and leave lots of blind spots” 
(Participant 7).  
Some of the participants expressed concerns about some items in the common areas that 
pose risks for violence. “We have a pool table and the patients are supposed to return the pool 
balls and cues to the nursing desk when they are finished playing but, I can’t tell you how many 
times those balls and cues are left out for anyone to grab and use as a weapon” (Participant 2). 
Another participant expressed concerns about the computer and phone in the common area for 
patient use. “We’ve had the computer thrown at us and they have attempted to smash the phone 
numerous times” (Participant 7).  
Another cause for concern identified was the current areas designated for mental health 
are not conducive for privacy or the establishment of therapeutic rapport. One participant shared 
“the lighting is terrible, the ventilation is awful, it’s either 1000watts or nothing, right, and the 
ventilation, if you were to sit in the middle of the room, you’d freeze to death” (Participant 5).  
Another participant felt the organization has failed to properly orientate staff to the units 
which poses significant risks for increased incidents of workplace violence.  
The organization did not prepare staff or provide proper orientation to a new unit when 
staff were moved from one hospital to another during consolidation orchestrated by the 
government. I worked an evening shift on the old unit and the very next day presented to 
the new unit for my shift without any orientation. I think the primary issue why I got 
punched was environmental, there was no way for me to escape from behind the desk or 
there was no way to barricade myself in a room, there was not enough staff, and a huge 
issue was we didn’t have a panic button or panic alarms. The nursing desk isn’t safe as it 
only has one entrance/exit and no way to barricade yourself for safety, this isn’t a safe 
unit, it’s too big. I’m not sure that much can be done, other than a complete 
reconfiguration like the way the old unit was set up. There were individual rooms, except 
for one room that was double. I think that was really helpful because patients had a quiet 
place that they could go to be alone (Participant 4).  
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Lastly, several of the participants felt the patients could easily corner you in various spots 
throughout the units. Several examples of this were that: “There are several spots that you could 
be cornered” (Participant 8); “you have to be hypervigilant all the time of your surrounding and 
where the patients are so you don’t get trapped” (Participant 3); and “the unit is too big, with too 
many spots where you could potentially be trapped” (Participant 4).  
Reluctance to Use PRN Medications 
 Some of the participants identified the reluctance to use PRN medications as a 
contributing factor of increased workplace violence. They identified staff hesitancy and the 
ideology that violence needs to occur first to justify the need for administering the medication. 
Rather than being proactive with a chemical intervention to prevent workplace violence, they 
have to be reactive by attempting to manage and de-escalate violent situations. “I feel nurses 
sometimes are reluctant to give PRNs until it’s too late and the patient has become violent and 
aggressive for fear they need ‘proof’ that the medication was needed” (Participant 3). Some of 
the participants expressed frustration regarding doctors and their unwillingness to prescribe PRN 
medications or increase dosages to help calm patients in distress and an example of this is one 
participant said, “just give me the order already, they’re suffering” (Participant 5). Nurses 
reported spending a significant amount of time advocating on behalf of the patient with both the 
nurse and the patient becoming increasingly more frustrated, as stated by one participant, “on 
some occasions, in order to get the doctor to give the order, I’ve had to provide them with 
research articles supporting the need for PRN use” (Participant 5).  
Personal and Professional Impacts 
All of the participants identified that the repeated exposure to incidents of workplace 
violence has affected them personally and professionally. The personal consequences 
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acknowledged were; insomnia, decreased appetite, social isolation, frustration, anger, fear, guilt, 
headaches, nightmares, self-blame, negative physical health outcomes or injuries, being scared 
when out in public, and poor substance use choices, including alcohol and smoking. The 
psychological consequences identified were stress, anxiety, flashbacks, poor concentration, and 
feeling a constant state of heighted awareness and hyper vigilance. Lastly, the relational 
implications identified were increased relationship issues between the participant and their 
families and/or significant others.  
In addition to the above consequences, the participants identified several implications 
affecting them professionally following exposure to workplace violence. Workplace violence 
impedes the nurse’s ability to formulate and maintain therapeutic relationships. For instance, 
participants indicated “it [workplace violence] makes it difficult to do your job, or made it 
difficult for me to continue providing care for that patient right after the incident in a courteous 
manner” (Participant 2).  Following an incident of workplace violence, one participant suggested 
“it’s a lot harder to make therapeutic relationships” (Participant 4). Workplace violence impacts 
the milieu of the therapeutic environment. For instance, “other patients get scared, like 100%, or 
other patients could get injured, and sometimes other patients go by the wayside because you are 
too busy dealing with an aggressive or violent patient” (Participant 2). Nurses are reluctant to 
work with patients with a history of violence and tend to provide just basic care. One participant 
stated: 
There becomes a reputation for certain clientele and you sort of assume that there are 
possible risk factors because you have met the same clientele, and similar incidents have 
happened with a similar type of clientele. I would say that’s an unfortunate part of your 
job, umm that kind of gets in your psyche, even when you don’t want it to because of the 
increased fear and risk. I don’t want to work with that specific clientele, that age, gender, 
and where they’re from. I am more judgmental and like more leery, and I don’t feel I’m 
as therapeutic with that clientele because of that fear, I suppose it’s become ingrained in 
me to fear. (Participant 9). 
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Another participant stated “I’ve dreaded it. Knowing that certain patients are there, I’ve dreaded 
because I know what’s coming and I know what could come” (Participant 8).  
Some participants expressed self-doubt in their competency to perform nursing duties and 
reported a reduced level of confidence. Participant four mentioned “I definitely don’t feel as 
though I am as good a nurse compared to before the attack.” In addition, some participants 
indicated they are considering leaving the profession altogether and are experiencing an overall 
job dissatisfaction. For instance, “professionally, I really just don’t care about my job anymore, 
which is sad to say but, I just don’t. And I did at one time, really like my job and I liked coming 
to work” (Participant 7). Participant ten indicated, “nurses are angry! They’re frustrated with the 
all the workplace violence and it needs to stop!” Lastly, “I’ve heard a lot of nurses say that they 
would never recommend nursing to anyone” (Participant 1).  
Some of the participants expressed fear and angst about going to work both following a 
violent incident and when there are patients with a history of being violent or aggressive on the 
unit. One participant shared: 
I’m scared to tell people how bad it really is cuz I don’t want to give wrong information 
or give the wrong impression of what people with mental health are like. I don’t want to 
admit that I’m terrified to go to work. I don’t want to tell my friends that and then have 
them go on to think well, if she’s scared to go work, I should be scared of these people 
when I see them in public. I don’t want to contribute to the stigma around mental health 
(Participant 7).  
 
Another participant reported “I don’t want to go to work tomorrow because so-and-so is going to 
beat me up again. Just, you dread the work day basically, I don’t know, just unsatisfied with 
work because of that [workplace violence]” (Participant 1).  
Rising Number of Substance Abuse Issues  
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A new emerging safety concern that has resulted in an increase in workplace violence 
against nurses on acute care psychiatric units is having to contend with connects with the 
growing methamphetamine crisis. One nurse indicated, “at least 50% of violent incidents on our 
unit are related to drugs” (Participant 2). Another nurse stated, “the violence is, you know, it’s a 
little more often than it was, but these guys are so sick and I don’t see it getting any better. It’s 
going to get way worse before it gets any better” (Participant 5). 
 Due to the lack of addiction treatment options, patients who are struggling with 
substance abuse issues are admitted to acute care psychiatric units which has resulted in an 
increase in workplace violence as the patients are detoxing and trying to get sober. One 
participant reported: 
“Crystal meth has become a huge issue. We’ve gone from more of the mental health, 
which is like you know, anxiety, depression is usually our main focus, umm, sometimes 
we get people with schizophrenia, into more of a substance use sort of step-down facility. 
When your psychiatrists start joking around that you’re a meth detox unit, you know 
you’ve hit a rough patch, like, it’s rough” (Participant 10).  
 
This type of violence is not limited to new admissions as some inpatients gain access to 
substances while out on leave passes. For instance, one nurse stated, “patients are free to come 
and go as they please. They know they’re not supposed to use any drugs or alcohol when in 
treatment but, that doesn’t stop them. We’ve even had patients sneak alcohol on the unit” 
(Participant 10).  
Participants in this study identified numerous issues that contribute to increased 
workplace violence which pose many challenges to maintaining safe, therapeutic environments 
for both patients and staff. All of the seven themes that emerged in this study directly correlate 
with increased workplace violent incidents on acute care psychiatric units as described in the 
literature.   
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Chapter 5:  Discussion and Findings 
A descriptive phenomenological approach was used to gain insight into the experiences 
of registered psychiatric nurses’ experiences of patient-to-nurse workplace violence on acute 
care psychiatric units in Manitoba. The purpose of the research was to explore and describe 
nurses’ experiences of workplace violence, raise awareness of this growing phenomenon, give 
voice to nurses by asking them to share their lived experiences, and potentially promote 
administrative and organizational commitment to recognizing and reducing patient-to-nurse 
violence in the workplace.   
Descriptive phenomenology allows researchers to determine the meaning of a 
phenomenon through the individual’s lived experience with emphasis on the ‘pure’ description 
of people’s experiences which is used to help illuminate poorly understood aspects of these 
experiences (Streubert & Carpenter, 2011). Participants shared their lived experiences of patient-
to-nurse workplace violence in their day-to-day nursing practice on acute care psychiatric units. 
The emerging themes from data analysis were: violence is just part of the job, workplace 
violence is significantly underreported, inadequate security and safety measures, environmental 
challenges, reluctance to use PRN medications, workplace violence impacts psychiatric nurses’ 
personally and professionally, and the rising number of substance abuse issues directly correlates 
with increased workplace violent incidents on acute care psychiatric units.  
Significance of the Study 
Workplace violence is a growing problem in the healthcare industry and should never be 
accepted as ‘part of the job’. Nurses, especially psychiatric nurses, are among those most 
exposed to workplace violence (Kvas & Seljak, 2014; Stevenson, Jack, O’Mara, & LeGris, 
2015). Workplace violence negatively impacts people who are victims of violence, the quality of 
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their work, and the efficacy of the organization (Kvas & Seljak, 2014). The personal 
consequences and professional implications acknowledged by the participants in this study are 
consistent with findings from other studies on workplace violence in healthcare. 
Patients struggling with mental health issues require and are entitled to a safe 
environment to stabilize and improve their health and wellness. Johnson and Delaney (2006), 
acknowledged the importance of safety on acute care psychiatric units and suggested that the 
absence of a safe environment was detrimental to the patients as they could not effectively work 
on the issues precipitating their hospitalization.  
Currently, all nine of the different acute care psychiatric units from this study do not have 
any on-site security. The onus is on the staff to check all patients, visitors, belongings, and any 
items brought onto the units to ensure safety. Situations can escalate quickly on psychiatric units 
due to the unpredictability of some patients and their mental health issues (McKinnon & Cross, 
2008). Staff is responsible to ensure the safety of the individual that has become aggressive, 
other patients, visitors, staff, and the overall unit. Due to the absence of on-site security, there are 
significant time delays waiting for security to respond to violent situations posing increased 
safety risks. The findings from this study demonstrate an urgent need for increased security on 
the acute care psychiatric units within Manitoba. It is imperative that the government and policy 
makers allocate and increase funding for more security and improved safety measures on all 
acute care psychiatric units within Manitoba to create safer units for both patients and staff.   
All staff employed on the acute care psychiatric units within Manitoba, regardless of their 
credentials and position, are trained in non-violent crisis intervention and are mandated to take 
refresher courses every two years. Additionally, the Six Core Strategies to Reduce Seclusion and 
Restraint Use (National Association of State Mental Health Program Directors, 2008), a strategy 
WORKPLACE VIOLENCE ON ACUTE CARE PSYCHIATRIC UNITS 42 
that incorporates prevention approaches to manage violence and reduce the use of seclusion and 
restrain in mental health settings has been implemented. In spite of this training and the 
implementation of this initiative, the incidences shared by the participants in this study indicate 
that violence in the healthcare sector continues to rise especially for acute care psychiatry 
facilities (Canadian Federation of Nurses Unions, 2017) strengthening the small amount of 
literature specific to psychiatric nurses experiences of workplace violence and substantiating the 
urgent need for action.  
Impact on Organization 
Workplace violence affects the employee, the employer, others in the work environment, 
and significant others outside the work setting (Gerberich et al., 2003). Workplace violence has 
been associated with insomnia, decreased appetite, social isolation, stress, frustration, anger, fear, 
anxiety, self-blame, guilt, headaches, nightmares, flashbacks, poor concentration, increased 
substance use, hyper vigilance, relationship issues, negative physical health outcomes or injuries, 
difficulties formulating and maintaining therapeutic relationships, negatively effects the 
therapeutic environment, nurses are reluctant to work with patients with a history of violence, 
self-doubt, reduced level of confidence, job dissatisfaction, and in some cases, nurses leaving the 
profession entirely (Gerberich et al., 2003; McKinnon & Cross, 2008; Roche et al., 2010; 
Stevenson et al., 2015).  
All of the participants in this study referenced multiple implications personally, 
professionally, and to the organization as a result of workplace violence. The personal 
implications acknowledged were; insomnia, decreased appetite, social isolation, stress, 
frustration, anger, fear, anxiety, self-blame, negative physical health outcomes or injuries, guilt, 
headaches, nightmares, flashbacks, poor concentration, poor substance use choices, including 
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alcohol and smoking, feeling a constant state of heighted awareness and hyper vigilance, scared 
when out in public, and increased relationship issues between the participant and their families 
and/or significant others which is consistent with findings from other studies on workplace 
violence in healthcare (Gerberich et al., 2003; McKinnon & Cross, 2008; Roche et al., 2010; 
Stevenson et al., 2015).  
Professional implications of workplace violence were reported to impede the nurse’s 
ability to formulate and maintain therapeutic relationships, impacts the milieu of the therapeutic 
environment, nurses are reluctant to work with patients with a history of violence and tend to 
provide just basic care, self-doubt in their competency to perform nursing duties, reduced level 
of confidence, some participants are considering leaving the profession altogether, and overall 
job dissatisfaction. These findings also corroborate with preceding studies and highlight the 
urgent need to improve safety measures on acute care psychiatric units.  
In 2013, the Mental Health Commission of Canada launched a National Standard of 
Canada for Psychological Health and Safety in the Workplace. This standard is the first of its 
kind in the world (MHCC). It is a set of voluntary guidelines, tools, and resources intended to 
guide organizations in promoting mental health and preventing psychological harm at work 
(MHCC, p. 2). Currently, this National Standard is voluntary and it has been left up to 
stakeholders within organizations to decide whether this wish to be leaders or lagers in 
implementing this initiative to improve the safety of their staff and decrease the psychological 
harm associated with workplace violence. Unfortunately, many organizations have chosen not to 
implement this voluntary standard and the MHCC may need to consider making this National 
Standard mandatory to improve the safety of workplace environments in combating the rising 
numbers of workplace violence in healthcare. Participants in this study reported they did not feel 
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the organizations or administrators were doing anything to improve the safety of the workplace 
environments or to combat the rising number of incidents of workplace violence. These findings 
support the ideology that the MHCC need to consider making this National Standard mandatory.   
Given the financial burdens, psychological harm, and nursing shortages affiliated with 
workplace violence, it is imperative that organizations consider the role increased safety 
measures could play in improving the quality of the work environment, the longevity of 
employment, and the quality of care provided (Gerberich et al., 2003). If organizations and 
society continue to accept the longstanding ideology that “violence is a fact of working life for 
nurses” (Roche et al., 2010, p. 13) without any interventions, a steady decline in overall job 
satisfaction among nurses may be perpetuated further adding to nursing vacancies, absenteeism, 
and financial hardships within organizations. Organizations would benefit greatly financially by 
implementing up-to-date safety measures that would reduce workplace violence as it could result 
in increased staff morale, less absenteeism, better patient care, and improved nursing retention 
and recruitment (Kling et al., 2009). 
The Psychological Health and Safety in the Workplace Standard (2013) stipulates 
requirements and provides the following guideline to develop and sustain a psychologically 
healthy and safe workplace:   
a) eliminate hazards;  
b) implement controls to reduce the risks related to hazards that cannot be eliminated;  
c) implement use of personal protective equipment (PPE) in applicable circumstances;  
d) implement processes to respond to issues that can impact psychological health and  
    safety of workers; and  
e) offer resources to workers who are experiencing mental health difficulties, whether 
    these difficulties relate to organizational factors or to other factors, such as personal  
    factors (MHCC, 2013, p. 26).  
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However, a specific plan was not outlined nor made mandatory as to how health 
authorities can improve safety on acute care psychiatric units to combat the rising number of 
workplace violent incidents. 
The environment plays a pivotal role as a contributing factor of workplace violence. Kvas 
and Seljak (2014), suggest appropriate environments are key factors in reducing workplace 
violence. As outlined in the findings from this study, the current facilities that were represented 
are antiquated, poorly designed, and pose significant safety concerns for both staff and patients.  
The aforementioned findings reveal that the majority of workplace violence experienced 
by nurses on acute care psychiatric units in Manitoba go unreported and support other research 
findings. McKinnon and Cross (2011), found 81% of workplace violence incidents go unreported 
resulting in false and inaccurate data. There were several contributing factors related to the 
underreporting of workplace violence identified in this study. The incident reports themselves 
were considered to be lengthy and time consuming which would be overly cumbersome on a unit 
where staff were required to maintain other duties. Additionally, many of the incidents were not 
considered to be serious enough to warrant the time needed to complete an incident report.  Thus, 
taking the time to complete and submit an incident report is viewed as a ‘waste of time’ because 
nothing changes. Lastly, the perception that violence is part of the job and staff would be 
continuously filling out incident reports due to the high frequency of workplace violent incidents 
on acute psychiatric units.   
A new emerging threat identified from the findings of this study posing significant safety 
risks and increases in workplace violence correlates with the growing methamphetamine crisis. 
Winnipeg’s health authority show there has been a 1200% increase in people going to hospitals 
because of methamphetamine with 12 in April 2013 to 218 this past April 2018 (Billeck, 2018). 
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Brandon police say they seized more than 40 times as much meth in 2017 as they did the year 
before with 42.64 grams of meth seized in 12 incidents in the city in 2016 and 1,842.7 grams of 
meth seized in 54 incidents in 2017 (Laychuk, 2018). Additionally, the number of people 
entering treatment at publicly funded centers for meth addiction had increased 700% since 2012 
to 744 from 102 (Billeck, 2018). Participants from this study indicated that due to the lack of 
addiction treatment facilities, patients with substance abuse issues are being admitted to acute 
care psychiatric units. There is a gap in the literature as there are currently no studies exploring 
any correlations between workplace violence and the growing methamphetamine crisis on acute 
care psychiatric units.  
Limitations 
 This study was a small qualitative study, limited to nine participants and was confined to 
acute care psychiatric units in Manitoba. However, the intent was never to conduct a 
generalizable study. The small sample size may be a result of the sensitive nature of the study 
topic, thus the sample size of nine. There is also a question of whether the psychiatric nurses 
most seriously affected by workplace violence were captured within the sample as it is possible 
that they have left the profession entirely.  
Purposeful sampling was used to select the participants based on their first-hand 
experience with the phenomenon of interest (Streubert & Carpenter, 2011). All of the 
participants were purposely selected for the intent of describing their lived experiences of 
workplace violence. All of the study participants had experienced workplace violence and were 
currently employed on nine different acute care psychiatric units within Manitoba.  
Although not in any position of authority over any potential participants, the primary 
researcher is currently employed on an acute care psychiatric unit and might be a colleague of 
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some of the participants which may create biases and affect the validity of those participants’ 
data (Yang et al., 2016) or impact their willingness to participate in this research project. In 
addition, the primary researcher’s collegial relationships with participants from the same 
workplace may result in the following: boundaries becoming blurred; conflict if a participant 
unintentionally shares information based on the pre-existing, trusting relationship creating 
tension whether the information is included or omitted from the study; the primary researcher 
may be too ‘native’ with the setting if data is collected from the unit where the primary 
researcher is currently employed impeding authenticity in the research; shared knowledge and 
involvement of workplace violence incidents from the same workplace may make it too difficult 
for the primary researcher to remain open and unbiased to the participants’ stories; the primary 
researcher may have presumptions impeding the interview and quality of data collected; and 
ensuring confidentiality may be more challenging when interviewing colleagues from the 
primary researcher’s workplace as others from the organization may be able to deduce 
participants’ identities from information in the research (McDermid, Peters, Jackson, & Daly, 
2014), therefore, data was not collected from the acute care psychiatric unit where the primary 
researcher was employed.  
The primary researcher was a colleague with two of the study participants but has never 
been employed with them on the same unit. These participants were reassured that the collegial 
relationship would not be compromised and their identities would not be revealed. Prior to the 
interview commencing, they were reminded they could refuse to answer any questions or 
withdraw from the study at any time prior to data analysis if they became uncomfortable being 
involved in a study that was being conducted by one of their acquaintances. 
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The aforementioned findings from this study highlight the significance workplace 
violence poses on psychiatric nurses and the negative implications for administrators, 
organizations, and patients. Given all the implications affiliated with workplace violence 
identified in this study, it is imperative that organizations and administrators take immediate 
action to address this growing phenomenon. All staff, regardless of their credentials and position 
are entitled to a safe work environment whereby they can perform the duties of their job and are 
able to provide the utmost care to their patients (Spencer, Stone, & McMillan, 2010).   
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Chapter 6:  Conclusion  
At a time of increasing shortages of nurses and rapidly increasing demands in care 
provision (CFNU, 2017; Canadian Nurses Association (CAN), 2014; Spencer, Stone, & 
McMillan, 2010), it is particularly important to identify ways to reduce workplace violence and 
increase job satisfaction among psychiatric nurses working in acute care settings.  
The themes that emerged from the interviews with the registered psychiatric nurses in 
this study were; violence is just part of the job, workplace violence is significantly 
underreported, inadequate security and safety measures, environmental challenges, reluctance to 
use PRN medications, workplace violence impacts psychiatric nurses’ personally and 
professionally, and the rising number of substance abuse issues. With the exception of the 
substance abuse issues and the reported correlations with workplace violence from the 
participants in this study, which is a new and emerging theme that warrants future research, the 
themes found in this study are consistent with other research completed on workplace violence 
(Allen et al., 2011; Baby, Glue, & Carlyle, 2014; Chapman et al., 2010; Jansen, Dassen, & 
Jebbink, 2005; McKinnon & Cross, 2008; Moylan et al., 2016; Roche et al., 2010; Speroni et al., 
2014; Stevenson et al., 2015; Yang et al., 2016).  
Concerningly, the main points of the findings from this study are: violence is just part of 
the job for nurses– accept and expect it; workplace violence is grossly underreported due to 
nurses perceptions that ‘it’s a waste of time because nothing will happen’; how the environment 
contributes to workplace violence; and the profound effects workplace violence has on 
psychiatric nurses, both personally and professionally.   
The impact of workplace violence is an issue that poses major challenges to the mental 
health workforce (Tonso et al., 2016). “Unlike law enforcement professionals or firefighters who 
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are often recognized as heroes when injured in the line of duty, nurses are often blamed” 
(Moylan & Cullinan, 2011, p. 533). It is imperative that the government and policy makers make 
it a high priory and implement changes to reduce workplace violence and improve safety 
measures on acute care psychiatric units.  
Several other public facilities such as airports, police stations, court houses, sports 
venues, concerts, and public libraries all have metal detectors and mandatory safety searchers 
prior to anyone being granted entry to the premise, so why are healthcare facilities different? 
Anyone entering a public library is required to enter through a metal detector yet; anyone is free 
to enter the healthcare facility regardless of what’s on their person or in their possession. This 
sends a message that society and organizations place more importance on the safety of patrons 
using a library than nurses caring for ill people.  
This study has offered an exploration of registered psychiatric nurses’ experiences of 
workplace violence on acute care psychiatric units within Manitoba and has proposed potential 
solutions to this growing phenomenon. Increased security and improved safety measures to 
protect psychiatric nurses are long overdue. Improving the safety on acute care psychiatric units 
within Manitoba would provide an increased sense of safety for not only the staff and patients 
but would provide a safe environment conducive for patients to effectively work on the issues 
precipitating hospitalization (Johnson & Delaney, 2006) helping them to achieve their optimum 
level of health and wellness. The information gained from this study has provided insight into 
nine acute psychiatric nurses’ experiences of workplace violence. Findings of this research study 
will be used to better inform administrators, organizations, and policy makers regarding the 
profound effects of workplace violence. Disseminating findings to leaders and policy makers can 
help shape policies and substantiates the urgent need to improve safety on acute care psychiatric 
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units. Publishing findings from this study will add to the growing body of knowledge and 
increase awareness regarding workplace violence in Canada and globally. It is hoped that the 
findings from this research will convey important acumens that will keep the issue of workplace 
violence towards psychiatric nurses at the forefront and assist in improving security and safety 
measures on acute care psychiatric units.   
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Appendix A 
Guiding Interview Questions 
Interview Guide: 
The purpose of this study is to gain a better understanding of your experience(s) of patient-to-
nurse workplace violence as a registered psychiatric nurse employed on an acute care psychiatric 
unit in Manitoba. This involves some sharing of basic information about you, then further 
information about your actual experience(s) of patient-to-nurse workplace violence.  
1. Tell me what you consider workplace violence to be? 
2. In as much detail as possible, please tell me about your experiences of patient-to-nurse 
workplace violence as a registered psychiatric nurse while employed on an acute care 
psychiatric unit. 
3. Tell me how patient-to-nurse workplace violence affects you personally? How has 
patient-to-nurse workplace violence affected you professionally? 
4. Tell me how the organization and administrators support your personal needs following 
patient-to-nurse violent incidents? Tell me how the organization and administrators 
support your professional needs following patient-to-nurse violent incidents? Tell me 
how you feel this effects patient care? 
5. Have you ever considered leaving the profession because of patient-to-nurse workplace 
violence? What keeps you coming back to work after a violent incident has occurred? 
6. Do you consistently report all incidents of patient-to-nurse workplace violence? If not, 
what prevents you from reporting all incidents? Tell me what happens when you do 
report a violent incident?  
7. Tell me about your work environment. How do you feel your work environment 
contributes to overall safety? How do you feel your work environment contributes to 
patient-to-nurse workplace violence? 
8. Do you have anything else to add that you feel will help me to understand your 
experience better? 
 
Participants’ responses will prompt and guide further open-ended questions by the interviewer. 
Each interview will last approximately one hour. A brief 20-minute follow-up phone call will 
permit participants the opportunity to confirm the content of their interview and offer ongoing 
consent of participation.  




Education Background: ________________________________________ 
Employment Status: __________________________________________ 
Years of Experience: __________________________________________ 
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Area of Employment: _________________________________________ 
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Appendix B 
Letter to College of Psychiatric Nurses of Manitoba 
(to be placed on Brandon University letter head) 
Date: February 21, 2019 
Recipient Name 
College of Registered Psychiatric Nurses of Manitoba 
1845 Portage Ave 
Winnipeg, Mb 
R3J 0G9 
Dear Laura Panteluk,  
I am currently working on my thesis for the Master of Psychiatric Nursing Program at Brandon 
University and seeking assistance from the College in contacting potential research participants. 
My thesis committee is comprised of Dr. Dean Care, Dr. Sonia Udod, and Candice Waddell.   
Essentially, I want to explore Registered Psychiatric Nurses’ lived experience of patient-to-nurse 
workplace violence on acute care psychiatric units in Manitoba. Data will be gathered from 
detailed descriptions of participants’ experiences through digitally recorded, semi-structured and 
open-ended interviews. Participants will be encouraged to share their lived experiences and the 
implications of workplace violence. The interview venues will be chosen according to 
participants' convenience and willingness; the absence of noise and the participants' privacy will 
also be considered. Each interview will last approximately one hour. 
I am writing to ask the College to send an email to active practising psychiatric nurses on the 
registrar inviting them to participate in this study.    
Please find enclosed a copy of the research proposal for this project, a letter of invitation to be 
sent to all potential participants, a copy of the approval from ethics, and per BUREC, a sample of 
the email to be sent out to all potential participants. If you have any questions, please contact me 
by phone at 204-571-0906 or by email at hieberbj05@brandonu.ca. I appreciate your time in 




Bridget Hiebert RPN, BScPN, MPN Candidate 
Enclosures (4) 
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Forwarded Email to Potential Participants from College of Registered Psychiatric Nurses 
of Manitoba 
Subject Heading – Research Study Seeking Participants 
Body of the Document –  
The College of Registered Psychiatric Nurses of Manitoba (CRPNM) is frequently asked for 
help in identifying RPNs who may meet specific criteria to participate in a research study. To 
facilitate the request the CRPNM will forward the information to suitable candidates on the 
researcher’s behalf. The researcher does not receive any information as to who has been 
contacted. 
You have been included in this message because you are registered as an actively practicing 
psychiatric nurse in Manitoba. If you are interested in participating in the project, please read the 
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Appendix C 
Letter of Invitation 
(to be placed on Brandon University letter head) 
Dear Potential Study Participant, 
You are being invited to participate in a qualitative study about psychiatric nurses’ lived 
experience of workplace violence because you have been identified as an actively practicing 
registered psychiatric nurse in Manitoba.   
This study has been designed to explore the research question: What are psychiatric nurses’ lived 
experience of workplace violence on acute care psychiatric units in Manitoba? Learning about 
the lived experience of registered psychiatric nurses, who have experienced workplace violence 
while working on acute care psychiatric units, will help increase awareness of this global 
phenomenon, and potentially promote an administrative and organizational commitment to 
recognizing and reducing violence in the workplace.  
Inclusion criteria for this study are: 1) being a registered psychiatric nurse, currently working in 
an acute care hospital or crisis unit setting for geriatric, adult, and youth populations, 2) not 
currently employed on the same acute care psychiatric unit as the primary researcher, and 3) 
having at least one experience with workplace violence. 
This study is being conducted by Bridget Hiebert, RPN, BScPN as a requirement for her Master 
of Psychiatric Nursing from the Faculty of Health Studies at Brandon University. My thesis 
advisor is Dr. Dean Care. Information obtained in this study will be published in my thesis and 
may also be used beyond the thesis project to write papers for scientific journals, present at 
conferences or workshops, or shared amongst administrators, organizations, and other 
psychiatric nurses or mental health colleagues.  
If you agree to participate, please contact me to arrange a convenient time and place to meet for 
an interview. The conversation will take approximately one hour. The interview will be audio-
recorded and then transcribed by a transcriptionist obligated to maintain confidentiality. Your 
participation will be kept confidential and anonymity will be maintained by using a pseudonym 
(false name). Your name or any other identifying information will not be published or shared. 
Participation in this study is voluntary. You may refuse to answer questions or withdraw from 
the study at any time. Participation or declining to participate in this study will not affect your 
relationship with the researcher or with Brandon University.  
If you are willing to participate or have any questions regarding this study, please contact me 
directly at (204) 571-0906 or hieberbj05@brandonu.ca. You may also contact my supervisor, Dr. 
Dean Care at (204) 727-7456 or cared@brandonu.ca. For questions regarding ethics, you may 
contact the Brandon University Research Ethics Committee (BUREC) at (204) 727-9712 or 
burec@brandonu.ca.  
Sincerely, 
Bridget Hiebert RPN, BScPN 
Master of Psychiatric Nursing Student, Faculty of Health Studies, Brandon University 
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Appendix E 
Consent Form 
(to be placed on Brandon University letterhead) 
Dear Participant, 
This consent form, a copy of which has been given to you, is only part of the process of informed 
consent. It will provide a summary of what the research is about and what your participation 
involves. If you would like more details about anything mentioned in this form, or information 
that is not included here, please feel free to ask. Please take time to read this carefully and to 
understand any additional information.  
The following information is being provided to you to inform your decision about whether or not 
you wish to participate in this study. You can withdraw from the study at any point in time 
without affecting your relationship with this researcher and Brandon University, and without any 
prejudice to any pre-existing entitlements you hold. Consent will be discussed throughout the 
research process. Your participation is voluntary, and you may refuse to answer any question, or 
you may withdraw from the study at any time.  
Title of Study: Psychiatric Nurses’ Lived Experience of Workplace Violence on Acute Care 
Psychiatric Units in Manitoba. 
Primary Researcher:  Bridget Hiebert RPN, BScPN,  
Master of Psychiatric Nursing Candidate 
Faculty of Health Studies, Brandon University  
(204) 571-0906 
MPN Thesis Advisor: Dr. W. Dean Care, RN 
Dean & Professor 
Faculty of Health Studies, Brandon University 
(204)-727-7456  
The purpose of this study is to learn more about registered psychiatric nurses’ experiences of 
workplace violence on acute care psychiatric units in Manitoba. This study has been designed to 
explore the research question: What are psychiatric nurses’ lived experience of workplace 
violence on acute care psychiatric units in Manitoba? The information collected will be 
published in my thesis. If you wish, the results will be shared with you at the completion of the 
study. A link to my thesis will be emailed to you when it is completed. The information may also 
be used beyond the thesis project to write papers for scientific journals, to present at conferences 
or workshops, or shared amongst administrators, organizations, and other psychiatric nurses or 
mental health colleagues.   
Participating in this research may not help you directly and there is no cost to you to attend the 
individual interview. The information that you provide will help increase awareness of 
workplace violence for psychiatric nurses on acute care psychiatric units, and potentially 
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promote an administrative and organizational commitment to recognizing and reducing violence 
in the workplace. 
I understand that my participation in this project is voluntary and that I will not be paid for my 
participation. If I feel uncomfortable in any way during the interview session, I have the right to 
decline to answer any question or to end the interview. I understand that I may withdraw my 
participation at any point prior to data analysis, however once my information/responses have 
been anonymized, I will not be able to withdraw any information I have provided. To withdraw 
from the study, participants will be asked to contact the researcher by phone or email within two 
weeks of the interview. 
While there are no specific interview questions that are thought to cause distress, you may decide 
to share experiences that are difficult to discuss. If you find yourself in any discomfort or distress 
during the interview, please let me know and we will discuss postponing or cancelling the 
interview, and finding you help. There will be time at the end of the interview for debriefing. If 
you chose to participate in this study, the following things will be done to attempt to minimize 
any distress caused by the interviews: 
 The interview will be structured to allow you time to process and debrief; 
 You will be able to pause or stop the interview at any time with no repercussions; 
 Your wellbeing will be attended to during and after the interview 
Should you need any additional help or support, the following counseling services will provide 
support: 
 Adult Crisis Line, Prairie Mountain Health, 24/7 at 1-888-379-7699 
 Manitoba Suicide Prevention and Support Line, 24/7 at 1-877-435-7170 
 If you are in immediate need of help, call 911 or go to the nearest hospital 
The method of data collection for this study will be individual interviews. The interviews will be 
conducted by the primary researcher in a location of your choosing. Each interview is expected 
to take one hour. For participants outside the Brandon Area, confidential, one-to-one Zoom video 
conference sessions with the primary researcher will be arranged and set-up by the Health 
Studies Administrative Assistant, Amber Barbeau. Data collected from all participants will be 
presented as a combined whole and your name will not be associated with the research in any 
way. Quotes from your words may be used in my writing, but your name and any identifying 
information will not be shared at any point. Your data will be collected in a private interview at a 
location and time mutually agreed upon. The interview will be approximately one hour in length 
and audio-taped by the researcher. You will be asked to answer the guiding research questions in 
as much detail as possible. In my notes and in the transcription files you will be assigned a false 
name or pseudonym. The audio-recorded interview will be transcribed by a transcriptionist, 
contractually bound by an oath of confidentiality prior to receiving any data collected from your 
interview. Handwritten notes may also be taken during our interview. A brief follow-up phone 
call may be required to verify the main themes.  
Your typed interview transcript will be provided to you prior to analysis, if you would like to 
review it. The results of your interview will be provided to you to review, if you would like to 
review them. The final research project will be provided to you, if you would like to receive it. 
Please indicate your interest below:  
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  Yes    No I would like to review my interview transcript 
  Yes    No I would like to review the final themes of the research 
  Yes    No I would like to receive a copy of the final written research project 
  Yes    No I have voluntarily included my email address for the reasons stated above 
 
My email address is: _________________________________________ 
 
The computer files, audio-recordings, handwritten notes, and transcripts of our conversations 
will be kept confidential and accessed only by myself, Bridget Hiebert, my supervisor, Dr. Dean 
Care, and the transcriptionist. The transcriptionist will sign an oath of confidentiality prior to 
receiving any data from your interview. The transcriptionist takes the conversation from the 
audio-tapes and writes it in to notes. The computer files will be saved on a flash drive and stored 
with the notes in a locked filing cabinet. Your name will not be kept with the transcripts and 
digital data will be deleted and the notes/transcripts will be shredded after five years. 
Your decision to participate in this study is voluntary. By consenting, you have not waived any 
rights to legal recourse in the event of research‐related harm. You may refuse to participate at 
any time during the interview. You may also withdraw your interview prior to the final stage of 
member checking. The final member checking of the data is estimated to occur within 6 months 
of your interview.  
Should you have any questions about this study before, during, or upon completion, or concerns 
regarding your participation, please contact me directly at (204) 571-0906 or 
hieberbj05@brandonu.ca. You may also contact my supervisor, Dr. Dean Care at (204) 727-
7456 or cared@brandonu.ca. For questions regarding ethics, you may contact the Brandon 
University Research Ethics Committee (BUREC) at (204) 727-9712 or burec@brandonu.ca.  
There is no perceived conflict of interest on part of the researcher or their institution. There are 
no research sponsors and no possibility of commercialization of research findings.  
I have read and understand the explanation provided to me regarding my participation in this 
study. I have had all my questions answered to my satisfaction, I voluntarily agree to participate 
in this study, and have been given a copy of this consent form. 
 
Signature, participant     Date (day/month/year) 
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Signature, researcher     Date (day/month/year) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
